Diabetes insipidus is a rare syndrome of water-balance disturbance characterized by the excretion of excessive quantities of urine with resultant polydipsia.
Apart from heredity, the common causes of diabetes insipidus are trauma, encephalitis, brain tumours (such as gliomata, craniopharyngiomata, meningiomata, or chromophobe adenomata of the pituitary gland), syphilis, Hand-Schillier-Christian disease or xanthoma, and cerebrovascular accidents (Fink, 1926 (Fink, , 1928 Warkany and Mitchell, 1939; Biggart, 1935; WyUie, 1943; Jones, 1944; Soffer, 1956) . Meningitis is an extremely rare cause. In Fink's (1928) series tuberculoma and tuberculous meningitis comprised 5% of cases, with non-syphilitic inflammatory conditions 9%. Soffer (1956) , in a review of 160 cases collected from the literature, states that inflammatory diseases (that is, encephalitis, meningitis, tuberculosis, and syphilis) accounted for 31 cases (20%). Jones (1944) , observing 42 cases, mentions only one associated with meningitis; and Hagenbach (1883) reported one case of diabetes insipidus resulting from tuberculous meningitis. Healy (1935) gave an account of a case occumng in a child of 2+ years with miliary tuberculosis and basal meningitis. Acheson and Smith (1958) described a case of tuberculous meningitis in which diabetes insipidus occurred five years after the onset of the infection. Lorber (1958) reported a similar association, and briefly reviewed 11 other cases which appeared, mainly in the European literature.
In view of the rare association of diabetes insipidus with meningitis, a further case is here presented.
Case Report A 5-year-old Bantu girl was admitted to the paediatric unit, Coronation Hospital, on October 12, 1956, with the complaint of headache for one month, a painful and stiff neck for three weeks, prominence of the eyes, and thirst and polyuria associated with marked weight loss. There had been no previous illnesses and the family history was non-contributory. The' child's developmental history was normal.
Examination revealed a thin, undernourished child lying curled up in bed, very irtable and uncooperative. Stiffness of neck and back was present, and a marked proptosis of both eyes with bilateral sixth-nerve palsies was noted. Fundoscopic examination revealed temporal pallor of both disks. Reflexes were equal but accentuated, and the plantar response was normal on both sides. Tone was normal. The pulse rate was 110, respirations 28, temperature 99' F. (37.20 C.) , and blood pressure 100/60 mm. Hg.
The cerebrospinal fluid showed numerous pus cells and lymphocytes, but no bacteria were detected on direct or cultural examination; protein, 230 mg./ 100 ml.; chloride (as NaCl), 640 mg./100 ml.; sugar, 27 mg./100 ml. The leucocyte count was 11,000/c.mm. Urinalysis was normal. Patch test for tuberculosis -was negative (activity equal to 0.0001 ml. (0.1 mg.) of Old Tuberculin). Radiological examination of the heart and skuU showed nothing abnormal; the pituitary fossa and sinuses were normal; the lung films showed hilar adenopathy with perifocal pneumonia (Fig. 1) The daily fluid intake and urinary output varied greatly from day to day, the former usually 5-9 litres and the latter 3-6 litres (Fig. 3) Mudd et al. (1957) have shown that sectioning of only the hypothalamic-hypophysial pathway results in diabetes insipidus with interphase, whereas the interphase does not occur if all the vasopressor-secreting tissue is removed-that is, sectioning of the hypothalamic-hypophysial tract with hypophysectomy. Lipsett and Pearson (1956) believe that, at equal solute loads, the severity of the diabetes insipidus depends on the level of stalk section and a preservation of a variable portion of the pars nervosa. In the case presented here, the symptoms were characteristic: polydipsia was outstanding, as is usual in children. They have been seen to drink water from flower bowls or their own urine to relieve their thirst.
Enuresis may occur as the first symptom in children where bladder control has been previously established. In adults the polyuria and the need for fluid may be so great as to interfere with work and sleep. If fluid is withheld in these cases, dehydration rapidly ensues, with headache, fatigue, irritability, muscular pains, weight loss, and tachycardia. Cardiovascular collapse may result. The urine is pale, the specific gravity being between 1001 and 1008 and rarely above 1010. The renal-function tests are usually within normal limits, but the effective plasma clearance may be decreased. This is thought to be due to an impairment in the excretory function of the tubular cells which is restored under the influence of repeated administration of posterior pituitary extract (Winer, 1942) . The diagnosis of diabetes insipidus was confirmed by the typical response to standard quantities of hypertonic saline and pitressin. 
